ABSTRACT OBJECTIVES This study sought to assess the influence of baseline right bundle branch block (RBBB) on all-cause and cardiovascular mortality as well as sudden cardiac death (SCD) among patients undergoing transcatheter aortic valve replacement (TAVR).
Pre-existing right bundle branch block (RBBB) is a well-recognized risk factor for PPI or late bradycardia post-TAVR (5, 6) . The prognostic impact of pre-existing RBBB has been studied in the general population, as well as among patients with heart disease, with some controversial results from 1 specific setting to another (7) (8) (9) (10) (11) (12) (13) . Nonetheless, a recent meta-analysis of 19 prospective cohort studies demonstrated higher risks for all-cause and cardiovascular mortality in patients with RBBB (14) . Yet data regarding the impact of pre-existing RBBB on clinical outcomes of TAVR recipients remain scarce (15) .
The purpose of this study was to evaluate the impact of pre-existing RBBB on clinical outcomes in patients undergoing TAVR with both balloon-and self-expandable valves.
METHODS STUDY POPULATION.
This was a multicenter study including a total of 3,726 patients who underwent TAVR. Of these, 3,527 patients with analyzable electrocardiograms at baseline were included in the present analysis and grouped according to the presence of baseline complete RBBB (either isolated or associated with left fascicular block). Patients with incomplete RBBB were considered as patients with no RBBB. TAVR indication, valve type, and approach were determined by each center's "heart team." Procedures were performed as described elsewhere (16) . Clinical outcomes were defined according to the Valve Academic Research Consortium (VARC) 2 definitions (17) .
ELECTROCARDIOGRAPHY AND ECHOCARDIOGRAPHY.
Twelve-lead electrocardiographic tracings were recorded at baseline and at hospital discharge. Intraventricular conduction abnormalities were classified according to the American Heart Association, American College of Cardiology Foundation, and Heart Rhythm Society recommendations for standardization and interpretation of the electrocardiogram (18) .
PPI was performed if third-degree or advanced second-degree AVB occurred at any anatomic level and was not expected to resolve or in the presence of sinus node dysfunction and documented symptomatic bradycardia, in agreement with current recommendations (19) . In the presence of new-onset LBBB with PR interval prolongation (>200 ms) or very wide QRS interval (>150 ms) not expected to normalize, indication for PPI was at the physician's discretion.
Experienced echocardiographers analyzed echocardiograms at each center. The degree of aortic regurgitation was classified according to the VARC-2 criteria (17) . Auffret et al. Values are mean AE SD, n/total n (%) for categorical data, and median (interquartile range) for continuous data. *Among patients without previous pacemakers.
RBBB in TAVR Recipients
eGFR ¼ glomerular filtration rate; EuroSCORE ¼ European System for Cardiac Operative Risk Evaluation; LBBB ¼ left bundle branch block; NYHA ¼ New York Heart Association; RBBB ¼ right bundle branch block; sPAP ¼ systolic pulmonary artery pressure.
Auffret et al.
Overall, 4.66% of data were missing, and 42.4% of patients had at least 1 missing value. For the purposes of multivariate analysis, missing data were assumed to be random and were handled by multiple imputation using chained equations. Twenty imputed datasets were created, and results were pooled according to Rubin's rule (22) Cumulative rates of overall mortality at 2-year follow-up were 25.5% (95% CI: 23.8% to 27.4%) in Kaplan-Meier curves at 2-year follow-up for overall mortality according to the presence of pre-existing right bundle branch block (RBBB).
RBBB in TAVR Recipients Kaplan-Meier curves at 2-year follow-up for sudden cardiac death according to the presence of pre-existing right bundle branch block (RBBB).
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The factors associated with SCD are detailed in CI ¼ confidence interval; HR ¼ hazard ratio; other abbreviations as in Table 1 .
Auffret et al. J A C C : C A R D I O V A S C U L A R I N T E R V E N T I
RBBB in TAVR Recipients -2 0 1 7 : ---follow-up regarding the need for PPI (n ¼ 1,245, including 88 patients with pre-existing RBBB). Online 
DISCUSSION
The present analysis demonstrated a prevalence of RBBB of 10.3% among TAVR candidates. RBBB was associated with higher 30-day PPI and mortality rates.
Also, RBBB was an independent predictor of midterm all-cause and cardiovascular mortality. The impact of RBBB on cardiovascular mortality was related primarily to patients without PPI at discharge from index hospitalization. In those patients, RBBB was associated with more than 2-fold higher risk for the composite of SCD and PPI.
Previous studies have reported inconsistent findings regarding the prognostic impact of RBBB on mortality among healthy participants or patients with heart disease (7-13). In the general population or in the acute phase of myocardial infarction, a higher incidence of RBBB was observed in men with hypertension and diabetes mellitus, and such patients were more likely to develop congestive heart failure or to harbor underlying cardiac diseases (10-12). However, RBBB was not associated with increased mortality in these studies. Abbreviations as in Tables 1 and 2 .
Auffret et al. In the specific setting of TAVR, the occurrence of late conduction disturbances may also be an issue. Abbreviations as in Tables 1 and 2 .
RBBB in TAVR Recipients Abbreviations as in Tables 1 and 2 . 
